Viral haemorrhagic fevers are severe viral infections with a variable tendency to progress to multi-organ dysfunction and severe endothelial injury, leading to shock and haemorrhage. Not all are tropical in distribution, though their incidence may increase in summer or rainy seasons, when vectors are most active.
infection with a second serotype, which increases the severity of the second attack, leading to dengue haemorrhagic fever or dengue shock syndrome, with haemorrhage, serous effusions and shock. This particularly affects children resident in the highly endemic Far East, Caribbean and northern regions of South America.
Hantavirus -infection with rodent-borne Hantaviruses causes haemorrhagic fever with renal syndrome. Severe infections, with Hantaan, Seoul or Dobrava virus, occur in the Far East, South East Asia and parts of Eastern Europe; milder illness, caused by Puumala virus, is seen in Scandinavia.
Crimean-Congo haemorrhagic fever virus is a tick-borne nairovirus causing asymptomatic viraemia in warm-blooded animals, farm animals and farmed ostriches. The endemic range is large and the many virus strains vary in virulence. Severe infections occur in western and Central Asia, Eastern Europe and the Middle East; less severe infections occur in Central and southern Africa.
Lassa fever -Lassa virus 1,2 is an arenavirus that is endemic in multi-mammate rats in West Africa. Its range extends from Guinea to Cameroun (Figure 1 ), with epidemic activity in Sierra Leone and Nigeria. Other arenaviruses associated with harvest or field mice in South America that are rarely imported into Westernized countries include Junin (Argentine haemorrhagic fever), Machupo (Bolivian haemorrhagic fever), Guanarito (Venezuelan haemorrhagic fever) and Sabia (Brazilian haemorrhagic fever).
Marburg and Ebola viruses are filoviruses. 3 Their reservoir is unknown, but cases may follow exposure to sick or dead monkeys or apes. Ebola occurs in forested areas in north Central Africa ( Figure 1 ) and has caused epidemics in DR Congo, Sudan and Gabon. Marburg epidemics have occurred in rural Uganda and 
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Distribution of Lassa, Ebola and Marburg viruses in Africa
Assessment and management
The early clinical features of viral haemorrhagic fever are nonspecific, so a detailed history must be taken, including: Disease has been transmitted to household or health-care contacts, or by laboratory exposure. Carers are usually infected by droplet or blood-borne route. Aerosols are highly infectious, but are seldom generated outside laboratory settings. 
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• travel destinations and dates (viral haemorrhagic fevers are excluded if incubation periods are exceeded, Figure 2) • type of terrain and living accommodation (to assess vector exposure) • other cases in the area. Individuals most at risk in endemic areas are independent travellers, workers, aid workers, peacekeepers and medical teams. Patients with suspected viral haemorrhagic fever should be isolated and infection control precautions implemented (risk of transmission is insignificant from casual contact and low from ambulant and continent patients). Support the patient as indicated with hydration, analgesia and empirical antibiotics when necessary (take blood cultures, and keep them with the patient, pending decision on referral).
More than 90% of fevers in travellers to tropical areas are caused by malaria, and delay in treating Plasmodium falciparum infection can be fatal. Malaria should be excluded, using usual local laboratory procedures; blood should be disposed of after the test. Do not send (or recall) specimens not needed for urgent tests. Aspartate aminotransferase and platelet count may aid risk assessment.
Advice should be sought from referral centres on detailed risk assessment and possible referral (they will assist with ambulance transfers). Collaborate with local laboratory and infection control teams to pack and transport laboratory specimens. 
